###### Summary box

-   Neuropsychological rehabilitation improves quality of life after acquired brain injury.

-   There are contextual influences that hamper the accessibility of neuropsychological rehabilitation to those who need it in South Africa.

-   These influences include socioeconomic disparities, sociocultural influences and the discharge of patients to underprepared communities.

-   Contextual influences are an important factor to consider when designing neuropsychological rehabilitation interventions after acquired brain injury.

-   The design of neuropsychological rehabilitation interventions requires systems thinking that takes contextual factors into account.

Introduction {#s1}
============

Acquired brain injury (ABI) is 'a diverse condition involving occurrence of events that affect brain functioning such as closed, open, and blast traumatic brain injury (TBI), brain infections, tumors and radiation, hypoxia, and stroke'.[@R1] Neuropsychological rehabilitation (NR) focuses on assisting brain injury survivors who have cognitive, emotional or behavioural deficits to live up to their potential in all facets of their everyday functioning.[@R2] Common deficits after ABI include cognitive impairments, behavioural changes, emotion dysregulation and executive dysfunction.[@R3] The WHO's[@R4] International Classification of Functioning, Disability, and Health (ICF) categorises consequences after an injury according to bodily functions, functional activities and social participation, all of which are commonly affected after ABI.[@R5]

The NR programmes in developed countries have limited patient numbers and interdisciplinary teams and are prohibitively expensive.[@R6] The economic costs of an ABI extend throughout the person's lifetime due to the chronic nature of the difficulties.[@R7] However, there is overwhelming evidence that NR assists with improvements to patients' and their families' lives after ABI. This disconnect between the need for NR and the lack of healthcare resources allocated to it leads to a lack of accessibility for patients with ABI, particularly in low-income and middle-income countries (LMICs).

In LMICs like South Africa, large populations, inaccessible rural areas, few professionals and a lack of awareness of the long-term consequences of ABI lead to the provision of NR services to be scarcely adequate for the need.[@R8] Therefore, there is a need for innovation and more effective service-delivery models for NR in LMICs.

The research question for this analysis was: what are the South African contextual factors that influence the accessibility of NR after ABI? The research design followed an exploratory, descriptive approach based on programme theory. The steps included determining the question(s) that need to be answered, investigating the literature for possible answers to the questions and evaluating the evidence in the literature for its validity, relevance and applicability to the South African context ([online supplementary appendix A](#SP1){ref-type="supplementary-material"} has more information).
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Socioeconomic disparities {#s2}
=========================

There is a huge divide in the healthcare services available to the wealthy minority in contrast to the lack of accessibility of services for the poor in South Africa.[@R9] Therefore, those from underprivileged communities suffer from a lack of accessibility to mental health services in general and NR in particular. A lack of safe public transport, the lack of protection for pedestrians, a large number of children forced to walk long distances to school, the lack of provision of sidewalks and inadequate law enforcement for traffic violations contribute to difficulties in preventing debilitating head injuries, especially in vulnerable groups.[@R10]

Material exploitation and class inequality are related to the oppressive political history of South Africa that left an enduring legacy of fragmented healthcare systems and skewed geopolitical priorities.[@R11] People from lower socioeconomic groups and with adverse premorbid life circumstances have a higher chance of sustaining an ABI.[@R12] The sequelae of ABI are more severe and debilitating than that in developed countries due to a lack of adequate acute and postacute healthcare services and the poor quality of services for those with disabilities.[@R13] NR approaches cannot be successful without macrosystemic changes, such as access to housing, and anti-discrimination legislation that promotes the employment of those with ABI and other disabilities.[@R12] Therefore, the lack of access to basic services has a concomitant effect on the poorer outcomes for those who have ABI from poorer socioeconomic backgrounds.

There is a great need for psychological services in South Africa to advocate for psychoeducational and support services that serve a wider patient base, as opposed to the current one-on-one psychotherapy model.[@R9] Group-based community outreach initiatives could improve the accessibility of NR for those who need it most. Based on the need for systems thinking in LMICs, it is necessary for professionals and psychologists in training in major urban areas to volunteer their services for a time in outlying areas and to train support workers in these areas to ensure the accessibility of mental health services in South Africa.[@R9]

Sociocultural influences {#s3}
========================

Due to the racial segregation inherent in the apartheid system in South Africa, African traditional beliefs were excluded from the healthcare system.[@R14] Indigenous healing and beliefs have been overshadowed by mainstream medical influences but need to be viewed as an integral resource in assisting the process of NR.[@R9] African cultural understandings of the aetiology of ABI include spirituality, *thwasa* (calling to be a traditional healer), ancestral spirits, God's anger and Satan. Based on these varying understandings of the causes of the injury, people seek treatment from God, traditional healers, religious clerics and spiritual forces, all of which are seen to sometimes be more accessible than biomedical treatments and primary healthcare services, which are, at most times, lacking.[@R15] Healing ceremonies, collectivist practices and Ubuntu principles should be seen as resources that assist the patient and their families in South Africa.

In a South African study[@R16] on ABI patients and caregivers, family members expressed denial regarding the permanence of the ABI and its sequelae. They garnered the hope that one day the patient would return to their former self. This could be related to the African cultural view that symptoms are due to witchcraft or the ancestors, forces that could receive mediation and would allow symptoms to subside.[@R15] The lack of accommodation by Western biomedical systems to these beliefs leads to a lack of respect and mistrust between healthcare practitioners and those with ABI. This discourages the constructive collaboration of the two health belief systems for the benefit of the patient.

The concept of Ubuntu, which emphasises interconnectedness, interdependence and the importance of communal relationships,[@R17] may assist spontaneous recovery after an ABI when communities promote the reintegration of patients into their societies. The challenge with this spirit of caring and compassion is there may be a tendency to overprotect the patient. Religion is a coping tool, giving caregivers the strength to believe that the ABI is God's test and also as a means of gaining material assistance from other congregants. Psychologists should be involved in dismantling stigmatised discourses through health promotion, advocacy and illness prevention services.

Discharge of patients to underprepared communities {#s4}
==================================================

Due to the lack of quality healthcare accessible to the majority of the South African population,[@R18] many ABI survivors are discharged to family and community members,[@R19] who are often not ready to face the changes that occur after an ABI. The home setting of the patient needs to be taken into account in NR planning, using natural supports and cultural strengths.[@R20] Community members, in the spirit of Ubuntu, are open to caring for the ill[@R17]; however, there is an increasing culture of individualism in younger generations,[@R21] which may lead to less support available to patients in their communities.

Social advocacy is essential for ensuring that there is reintegration of the individual with ABI into society and that the society adapts to the individual. Recent emphases on systems thinking in health systems have allowed for a focus on improving capacity and agency within local, existing systems and resources.[@R22] The social and behavioural determinants of health have to be understood within the patient's context[@R9] and community rehabilitation facilitators (CRFs) from within the same community as the patient are often better equipped to investigate and examine these phenomena. Healthcare practitioners in these contexts need to advocate for social mobilisation and community agency.[@R23] However, traditional norms of professional boundaries and autonomy may threaten interprofessional collaboration and the devolution of specialist skills to CRFs.[@R24]

Caregivers of ABI patients have reported difficulties accessing information about the injury,[@R19] its potential consequences and coping strategies for cognitive impairments, personality and behavioural disturbances. Survivors of ABI struggle with social isolation, a lack of meaningful activity, physical symptoms, depression and anxiety. Support groups are valuable resources for the patient and the family to assist with acceptance, psychoeducation and communal support.

Many households in South Africa, particularly in outlying areas, do not have access to running water, electricity or basic sanitation services.[@R25] Therefore, family members and communities are underprepared and have a lack of adequate support to deal with the patient's need for care after ABI.

Psychologists involved in NR services will have to collaborate with important community leaders such as respected elders, religious clerics and traditional healers to improve accessibility of support and services.[@R9] Places of worship, Non Governmental Organisations, and social welfare agencies are examples of existing infrastructure that can be used for interventions. Neuropsychologists need to collaborate with existing leaders like traditional healers and religious clerics to improve the accessibility to NR of those with ABI.[@R25]

Conclusions {#s5}
===========

NR services should emphasise a human rights focus, as enshrined in the Constitution of South Africa,[@R26] to ensure an increase in accessibility of mental health services. This analysis examined some of the more significant dynamics within the South African context; however, its limitations include that it is not exhaustive, and it is also not universally applicable for all South Africans. The limitation of acknowledging that patients are often discharged to underprepared communities is that it does not challenge the reality that some patients do need more specialised care and that many families are involved in struggling to survive that and do not have the resources to devote to caregiving. Furthermore, healthcare professionals in the public sector are often overworked so may not have the time for the devolution of specialist skills.

A lack of accessibility to healthcare services in LMICs like South Africa results in the chronic and intricate sequelae of conditions such as ABI not receiving adequate levels of intervention, particularly in the postacute phase where patients need to reintegrate back into their community. Systems thinking and inclusive models of healthcare are needed in these circumstances where resource constraints necessitate creative and ecological forms of healthcare intervention.
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